knees.
Family history: His father had similar thumb nails and could not straighten his elbows. One sibling normal. No other known affected relatives. On examination: Both thumb nails are missing. All other finger nails are bitten and show some psoriasis. Toe nails psoriasis only.
Knees look abnormal and X-ray shows that the patellb are small. X-ray also shows that there is a spine projecting from the posterior surface of each ilium.
Dr H R Vickers: These are magnificent examples of this rare condition. Lichen planus is a further differential diagnosis. Some Members may remember a case shown by Dr K Crow at a meeting ofthe South West of England & Wales Society of Dermatology at Swindon in 1961: the diagnosis of lichen planus of the nails was accepted by many, but the patient was eventually found to have a mild formn of the nail-patella syndrome.
Erythema Elevatum Diutinum W E Beer MB (for P D Samman MD FRcP) J G, female, aged 41 History: January 1961: Patient began to complain of aches and pains all over the body but especially of hands and wrists where there was swelling. Diagnosed as rheumatoid arthritis and given a course of gold therapy and also salicylates. February 1962: Admitted, as arthritis was becoming worse. July 1962: The patient noticed reddish periungual spots on her fingers and toes. September 1962: Papules appeared on the dorsal aspects of fingers, elbows, buttocks and knees. The individual lesions at first were flesh coloured, later becoming hiemorrhagic, crusted, and then disappearing after several days. They were itchy at the outset of each eruption. Lesions tended to reappear in areas which had been previously involved. Histology ofpapules: In the dermis there is a collection of polymorphonuclear leucocytes and, to a much lesser extent, lymphocytes and mononuclears, extending right up to the epidermis. The dermal connective tissue is loose and cedematous at this point. An occasional minute blood vessel shows recent thrombosis but there is no evidence of arteritis. Gram staining fails to reveal organisms.
Dr H R Vickers: This is a most difficult group of disease processes and I think that in the evolutionary stage one can only classify this type of patient as having a collagen disease. As each case develops, it usually progresses into one of the well-defined entities. The nodules on the hands and the necrotic lesion on the right ear are suggestive of polyarteritis nodosa, the peculiar purpuric papules on the buttocks are very similar to those seen in son-.e allergic purpuras. 1 feel that she might have LE cells from time to time. I consider that this case is in the same group as those described by Bywaters and is probably also similar to those cases of rheumatism with ulceration of the legs, described by Allison & Bettley (1957, Lancet i, 288) in which LE cells were present.
Dr D S Wilkinson: I am surprised that no vasculitis was seen histologically. It would be worth cutting further serial sections, particularly from a heemorrhagic lesion on the finger. This patient had a very high ESR and signs of considerable activity of the rheumatoid process. It is in these cases that a rather scattered and disseminated vasculitis occurs and in whom this type of lesion is seen. Dr W E Beer: Are the periungual ecchymotic lesions observed in this case part of the rheumatoid process or part of erythema elevatum diutinum? Similar lesions were observed in a case of rheumatoid arthritis shown by Dr P Samman at a meeting of the St John's Hospital Dermatological Society on June 6 1963.
Dr S C Gold: Necrotic and purpuric lesions are certainly seen in rheumatoid arthritis, particularly on the limbs, hands and feet and around the nails.
